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K018 NFPA 101 LIFE SAFETY CODE STANDARD K018
S8=E . . K018
Door:s protecting corridor openings in other than
required enclosures of vertical openings, exlts, or 1. Contractor, F.M. George,performed the work | 12/15/15
hazardous areas are substantial daors. such as on the doors identified in the physical therapy
those constructed of 1% inch solid-bonded core gym and case managers’ office by removing the
wood, or capable of resisting fire for at least 20 deadbolt locking mechanisms, Work Order
minutes, Dooars in sprinklered buildings are anly #F58962.
required to resist the passags of smoke. There is
no impediment te the closing of the doors. Doors 2. Review by the Environmental Service Directof  12/3/15
are provided with a means suitable for keeping and Maintenance Director wil! ensure that no
the daor closed. Dutch doors meeting 19.3.6.3.6 other doors have to 2 release moticn or any
are pemiffed. 19.3.6.3 : additiona! locking devices.
Roller latches are prohibited by CMs reguiations 3. The Facility will continue to monitor doors »
in alf health care facilities. through its Preventive Maintenance Program for{ 12/3/15
door closures. The Maintenance Director will
assure compliance.
.4. Coordination with the facilities door
maintenance contracter, F.M, George, will assurp 12/3115
that no added locking devices will be added to
existing doors. This will supplement the PM
program in place. A copy of the facility floor plan
identifies all doors throughout the building for usp
This STANDARD is not met as evidenced by: i the review.
Based on observation and intarview, the facility
failed to maintaln doars protecting corridor
openings.
The findings include:
1) QObservation and interview with the
meintenance director, on 12/2/15 at 11:19 AM
revealed 2 of 2 physical therapy gym doors in the
basement havs 2 releasing mofions.
2) Qbservation and Interview with the
maintenance director, on 12/2/15 at 12:45 PM
revealed the case manager's door has 2
raleasing maotions.
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K018 | Continued From page 1 Ko18
1 1of4
(NFPA 101, 7.2.1.5.4) (18 see page 1 0
These findings were verified by tha maintenance
staff and acknowledged by the administrator
during the exit conference on 42/2/15.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
S8=E . . Kos2
Reqplred automatic sprinkier systems are
continuously maintained in reliable operating 1. Contractor, Morristown Automatic Sprinkler 127115
condltion and are inspected and tested Company, was contacted to change out the
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25, mixed sprinkler heads identified in the stairwells.
9.7.5 Also changed out were the heads identified with
pain overspray on them. Work Order
#SV1512040001
This STANDARD s not met as avidenced by: 2. After close inspection of all remaining
Based on obsetvation and Interview, the facility sprinkler heads throughout the entire building no| 4943415
failed to ensure the sprinkier system was other mixed sprinkler heads were found, or
malntained. overspray paint, by the Environmental Director of
The findings include: Maintenance
1} Observatlon and interview with the .
maintenance director, on 12/2/15 at 12:22 FM 3._ Continued int_.spection by our Environment
revealad the sprinkder head in the activity storage Director a_nd Mal_ntenance Director through th:_a' 1243115
room has overspray and In tha 3rd fioor west Preventative Malnte_nance Program, {PMP) will
stairwell 1 of 2 sprinkler heads has overspray on ensure future compliance.
E&?’gﬂgS 2-2.1.1) 4. Work orders for sprinkler head changes will
' o be monitored by the maintenance Director to
H : include mixed heads in the same compariment 12/3/15
2) Observation and interview with the and any painting projects that may create
mamt;ar:jance dlrector, on 12/215 at 12:42 PM overspray of sprinkler heads.
reveaied the east stairweli and the west stairwel!
have mixed sprinkler heads.
(NFPA 123, 5-3.1.5.2)
These findings were veriflad by the malntenance
staff and acknowledged by the administrator
during the exit conference on 12/2/15.
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K069
55=D KOB9 See page 3 of 4
Cooking facilities are protected in accordancs
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failed to ensure gas commercial cooking

the equipment.
The findings Include:

the equlpment.
(NFPA 54, 8.12.8)

the exit conference on 12/2/15,

K070 | NFPA 101 LIFE SAFETY CODE STANDARD

S5=F

all heatth care occupancies, except In

212 degress F. (100 degrees C)  19.7.8

This STANDARD Is not met as evidenced by:

was using unapproved space heaters,

The findings Include:

director, on 12/2/15 at 12:15 PM reveaied

This STANDARD s not met as evidenced by:
Based on observalion and interview, the Taeility

equipment is Inatalled limiting the movement of

Observatian and Interview with the maintenance
director, on 1 22/15 at 12:55 PM confirmed the
gas stove i not securad limiting the movement of

This finding was verified by the maintenancs staff
and acknowledged by the administrator during

Portable space heating devices are prehibitad in

nen-sleeping staff and employse areas where the
heating slements of such devices do not exceed

Based on obssrvation and Interview, the faclity

Ohservation and interview with the maintenance

portable space heaters In the accounts payable
office and the blohazard office on the 3rd floar.

1. Contractos, Premier Food Equipment Service,
PFS, completed work on the oven by remaving
castors and installing non-removable legs and
anchering the legs to the fioor. This will ensure
that the oven cannot be moved which will proteci
the existing gas line. Work Order #10180

2. Review of other existing kitchen equipment by
the Certified Dietary Manager, {CDM), did not
reveal any other gas equipment with this issue.

3. Continued Preventative Maintenance reviews
by the CDM and facility Maintenance Director wil)
ensure that alterations to kitchen equipment not
include the installation of castars to cooking

equipment that is hooked up the a gas line.
K070

4, In additicn to preventive maintenance
reviews, as listed above, NHC will continue to
conduct annual kitchen inspections form out
Regional Registered Dietician that will include
the equipment and safety hardware.

K070 see page 4 of 4
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K 070 | Contlnued From page 3 K070
(NFPA 101, 19.7.8)
These findings were verified by the maintenance
stai_T and acknowledged by the administrator
during the exit conference an 12/2/15. Ka70
] 12{2115
1. The two portable space heaters in
question were removed by maintenance
staff on the date of the survey
2, A facility review by the Environment
Service director and Maintenance Director| 12/03/15
found no other space heaters in use. One
other heater not in use, was removed and
sent home with the employee/owner. One
of the two heaters in question was owned
by a former employee and was not in use.
3. Communication with all offices staff was 12/03/15
conducted at the “Daily Stand Up Meeting”
to review the issue of space heater usage.
Continued monitoring by facility
Maintenance siaff will ensure that no space
heaters will be in use.
4. Maintenance personnel will continue to
conduct PMP reviews to communicate and  12/03/15
monitor that office personnel do not bring in
portable space heaters.
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